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By comparison with health care in other countries, the British National Health Service (NHS) is surprisingly efficient1. Its structure and its sheer size, however, make it a difficult organization to change. In this essay I argue that the service urgently needs to address its manpower planning, particularly in respect of doctors and nurses. NURSES The first major attempt at restructuring started with nurse training. Degree nurses and registered general nurses were to be treated as students whereas previously trainees had, in effect, worked as apprentices, receiving much of their training on the wards. Despite the seductive title of registered general nurse (RGN), even at this basic level the word gencral has been diluted and overcomplicated. This is illustrated by 'research highlights' recorded for the English National Board for Nursing, Midwifery and Health Visiting2. In Firstly (there is) the need for nurses, midwives and health visitors to develop their own conceptualisation of health promotion as distinct from a generic philosophy of health. Secondly, the inclusion of consolidating sessions in hcalth promotion throughout the duration of all education programmes. Thirdly, the introduction of nursing facilitators to help and direct students and practitioners to apply health promotion in theory to practice. This is a long way from the dictionary definition of nursing which talks of 'a person trained for care of the sick'. Others presenting 'research highlights' did have an insight that all was not well. Murray and others concluded that the link between staff/student ratio and quality of course/ programme provided was tenuous in other words, certain units delivered good teaching irrespective of the staff/ student ratio. However, they immediately went on to blame their methodology, saying Amberley, Braishfield, Romsey S051 OPR, UK It was necessary to undertake additional managerial processes such as, the development of notional parameters on teachers workload and course/programme costings in order to examine the quality of course/programme provision. The development of workload indicators on the course/programme costings were not coordinated.
In a similar research vein Clark and colleagues reviewed perceptions of nurses who had been through the Project 2000 programme and one of their conclusions was very revealing:
The students and diplomates perceived themselves as professional practitioners on a par with other members of a multidisciplinary team. Doctors were no longer perceived as 'gods' descending upon the ward, and the practices of other team members were questioned in the name of advocacy. This was confirmed by managers, teachers and practitioners.
From the English National Board 'research highlights' one gets the overwhelming message of a profession that is not at ease with itself. It seems to have lost its roots and to be taking refuge in management jargon. Nowv that nurses have gained confidence to stand alongside erstwhile gods (i.e. doctors), who actually cares for the patients?
Seemingly healthcare assistants do this work; Roberts3, for example, poses the question 'Healthcare assistant: professional supporter or budget necessity?'. Six years after admission of healthcare assistants to the NHS (in 1989) Roberts admits that a great deal of thinking must now take place in relation to an effective pay structure and the content and structure of training. Some observers might remark that similar staffing arrangements were provided by the old state auxiliary and enrolled nurses who, in the tornado of change, have been whirled away on conversion courses to become RGNs. DOCTORS If you feel that I have been unfair to the nurses and their establishment, the doctors have not done a great deal better. It has been evident since the late 1960s that we were going to face a shortage of doctors and that traditional training methods were not appropriate. In my own university, Southampton, attempts were made to H-0 63 Ip. R,4 circumvent the over-specialization in medical training with a new curriculum. However it was obvious by the early 1990s that new curricula of this sort, developed across the world, had not been the success we had all hoped. In a Lancet series called 'Designing a Doctor' all agreed that serious problems persisted4. In 1993 Stella Lowry5 declared that 'something is seriously wrong with medical education in Britain'; and in 1995 Dent et al. 6 reported that the experience of preregistration house officers was still patchy. Articles appear in the medical press with titles such as 'Why medicine is bad for women's health'; the British Medical Association continues to doubt training standards; and surveys suggest that the morale and health of hospital doctors are plummeting8. Now the Calman Reformation a recipe for confusion equal to anything that the nurses have so far produced is in the pipeline. 'Calmanization' may or may not be a good idea, but a great deal of money and many extra consultants are needed to see it through in a professional manner. One knock-on effect is that, because everybody is expected to specialize (and indeed, in surgery, the higher surgical trainees will not readily join your firm unless you have a specialist reputation), no one is willing to do the menial general surgical work. The simpler work tends to be delegated to clinical assistants or is done by the district general hospital surgeons in smaller community hospitals. This, of course, has a devastating effect on medical students and junior hospital doctors who in bigger hospitals may not see an appendicectomy or herniorrhaphy from 6 one week to the next WHOSE JOB IS IT ANYWAY?
The consequence of these failures is a nursing profession who seem to view their basic training as a means to higher specialist nursing or 'doctor lookalikes', and a medical profession sinking in a welter of ever-increasing specialization. The case-mix upon which they are trained is so uneven between hospitals that complete coverage of the totality of medicine, surgery or general practice is only achievable by ever more frenetic junior doctor rotations, with their social upheaval and family strains.
It is not as if money had not been thrown at the problem. The total cost per head of medical students (including houseman year) is estimated at £40447 over a five year period, and medical students also receive grants and loans from public funds. In addition the NHS supported teaching of medical undergraduates in England during 1996/97 via the Special Increment, to the tune of £412m. After this investment, it costs a further £55 000 to train a general practitioner and about £20 000 per annum to train a hospital specialist. These large sums contrast dramatically Some will say that these costs do not compare like with like; for instance, junior hospital doctors, and especially nurses, have traditionally contributed to patient care. However, trainee doctors and nurses are increasingly seen as supernumeraries, to be lectured to and not get their hands (too) dirty often to their detriment, particularly in the area of day-to-day professional communication and practical skills.
We are in confused state. The Royal Berkshire Hospital, Reading, publishes on a nurse-led preadmission clinic for elective ear, nose and throat surgery9, following a lead set by Collins et al. 10 in Taunton, who report on a clinical nurse practitioner as a form of houseman. The SCHARR Reportl1 commends the use of nurses as a means to reduce junior doctors' hours and the executive summary sounds like a rewrite of my 'stem doctor' essays of the 1980s12'13.
CONFUSION IN THE SKILL MIX
In this state of continuous change, are there trends that might help a manpower planner? Following the tested principles of personnel management'4 we need to ask: On a typical surgical ward, if we ignore 'hotel support' and administration, we could identify doctors, sisters ('ward managers and nurses (SRN, RGN, degree nurses, auxiliary nurses, SENs, health care assistants). The numbers would vary according to the dependency level. All would have a fair idea of each others' roles but few staff would be able or willing to transfer skills and there is often confusion about who is running the skill mix. Meanwhile individual roles are getting more and more confused. Nurses often view making beds as demeaning, doctors certainly do. Doctors and nurses are taught to read electrocardiograms but nurses, except in emergencies, seldom act on their interpretation. Nurses take aspirins at home but are not allowed to prescribe them, as doctors do, on the ward. Nurses work shifts and have changeover meetings; doctors are usually less organized but complain via their union about excessive hours. The nurses' union complains that nurses should be allowed to prescribe, to which the doctors reply 'why then did you not train to be a doctor in the first place?'. Nurses can recognize death but not certify it, resuscitate patients but, except in a privately run hospital, rarely take the with the LI1 572 quoted for Project 2000 nursing students. responsibility of discharging a patient home. On the ward everyone keeps their own notes, the nurses often typing theirs on a standard form, the doctors duplicating most of what the nurses wrote and, for statutory reasons, the physiotherapists adding their bit. So many tasks on the ward are interchangeable that demarcation disputes break out and the close teamwork of surgical and medical 'firms', built up since the days of Florence Nightingale, is fast disappearing.
Clearly what we should have is a workforce that is appropriately skilled, able to respond to change, has a stable core (non-rotating), and is capable of developing skills and, if necessary, specializing.
When I originally addressed this matter, recognizing the inadequacy of the stereotyped doctor-and-nurse solution to health care delivery, I designed a new doctor (the stem doctor) who was an amalgam of staff nurse and houseman 3. The idea was to staff all levels with basic doctors capable (in modern parlance) of delivering 'managed care' after a considerably shorter training than the present general practitioner. They would have a broad training in general medicine and surgery, but limited prescribing rights. From this initial stem doctor training, through which I envisaged all doctors, nurses and physiotherapists passing, trainees would branch out into specialties according to their interest, intelligence and family requirements.
In retrospect, although my analysis of the problem was correct, my solution would have necessitated a revolution in training. Now this has almost occurred by evolution. The survival-of-the-fittest approach is painful and wasteful. The present identity crisis among nurses and the Government's recruitment drive bear witness to this. More doctors need to be trained but medical schools are full and the Government has no money. There is no sense in spending £100 000 or more on training a general practitioner much of whose work could be done by a staff nurse. Similarly to take traditional nursing training away from the bedside to produce over-certificated but inexperienced nurses flies in the face of commonsense. Lord Horder15 saw this: Think .., if you could not simplify medical care in the patients' interest and in the interest of the nation, simplification would spell less expense, and this is clearly the bogey frightening the public and encouraging the politicians to interfere. Would not a big part of the answer to the problem lie in a return to clinical medicine wvith supplementary pathological and radiological data (only) in selected cases? I wonder.
CONCLUSION
For over fifty years the nurse/doctor relationship has been under strain. The time has come to accept that modern medicine requires a very different person at the coal face of medicine. Most doctors and nurses are over-qualified for the tasks that take most of their time. The breadth of knowledge, the strain of modern medicine, and the intrusion of artificial standards such as the Citizens Charter cloud the simple and obvious truths that: most illnesses are self-limiting or minor; many of our potent therapies for serious illness can be delivered via managed-care protocols; and where these managed-care protocols are insufficient, specialist care is needed. In our rush to train specialists we have overlooked the staffing structure.
